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This visit was for the investigation of Complaint
INO0111506, IN00112136 and INO0110613.

This visit was in conjunction with the PSR (post
survey revisit) to the Investigation of Complaint
IN00110032, completed on June 21, 2012.

Complaint INO0111506- Substantiated, no
deficiencies related to the allegations are cited.

Complaint IN0O0112136- Substantiated, no
deficiencies related to the allegations are cited.

Complaint INO0110613- Unsubstantiated, due to
lack of evidence

Survey dates: July 18 and 19, 2012

Facility number: 000068
Provider number: 155145
AIM number: 100274980

Survey team:

Marla Potts, RN TC
Sharon Whiteman, RN
Susan Worsham, RN

Census bed type:
SNF: 10
SNF/NF: 71
Total: 81

Census payor type:
Medicare: 10
Medicaid: 58
Other: 13

Total: 81
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Washington Nursing Center was found to be in
compliance with 42 CFR part 483, subpart B and
410 IAC 16.2 in regards to the investigation of
Complaint INO0111506, IN00112136 and
IN00110613.

Quality review completed 7/20/12
Cathy Emswiller RN
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